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Jan Frances Care Center 815 North Country Club Road
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F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** On 07/28/25 at 
4:01 p.m., the Oklahoma State Department of Health was notified and verified the existence of an immediate 
jeopardy situation related to the facility's failure to provide supervision and interventions to prevent 
resident-to-resident abuse. Resident #1 and Resident #2 became involved in an altercation over cigarettes 
on 07/19/25. Resident #1 hit Resident #2 with a wet floor sign, causing a fracture to Resident #2's left arm. 
The facility did not implement interventions to prevent another incident. On 07/27/25, Resident #1 and 
Resident #4 were involved in an altercation over cigarettes which resulted in the residents slapping each 
other. No interventions or additional supervision were implemented to prevent another resident-to-resident 
altercation. On 07/28/25 at 4:11 p.m., the administrator was notified of the immediate jeopardy and was 
provided the immediate jeopardy template. On 07/30/25 at 12:16 p.m., an acceptable plan of removal was 
approved by the Oklahoma State Department of Health. The plan of removal, read in part, July 29, 2025Jan 
[NAME] Care CenterAmended Plan of Removal-Abuse/Resident to Resident Altercation Completion date 
07-29-2025 8:00 p.m.All Staff EducationAbuse and Neglect Policy & ProceduresResident-To-Resident 
AltercationsAll staff will be educated on ensuring the safety and well-being of all residents by preventing, 
identifying, and managing resident-to-resident altercations. When a resident poses a risk to others, 
immediate action will be taken including 1:1 supervision and, if necessary, removal or transfer to a more 
appropriate setting. All staff will be educated on the facility abuse policy, how to identify abuse, the potential 
for abuse, and the prevention of abuse. [Name withheld], Regional Nurse, will be the instructor for both 
inservices. [Name withheld] is the Abuse Coordinator and will receive additional education from [name 
withheld], Regional Nurse. A sign in sheet will be utilized for staff that are currently in the facility. Any 
remaining staff will be called to the facility for education; or educated over the telephone. Employee names 
and the time of the telephone call will be documented. This education will be completed by 4:00 p.m. on 
7-29-25. Currently in progress:All residents will be assessed for active behavior issues to determine the risks 
for future altercations. The physician will be notified if any resident is displaying current behaviors. 
Interventions will be implemented and care plans updated as needed. This was completed on 7-28-25 at 
6:00 p.m. Resident #1 will be discharging to another skilled facility today 7-29-25 at 4:00 p.m. Resident #1 is 
being monitored 1:1 by a CNA and will be monitored until time of discharge today. Resident #1's care plan 
has been updated. Resident safe surveys were completed by [name withheld], Administrator on 7-28-25 by 
6:00 p.m. Non-verbal communication tools such as an emotions picture card will be used to determine if 
non-verbal residents feel safe. Skin assessments will be completed for all residents that are cognitively 
impaired to check for bruising or skin tears to rule out physical abuse. Skin assessments were completed by 
the Regional Nurse, [name withheld]. They were completed 7-29-25 before 8:00 p.m. Upon completion of the 
immediate corrections, audits and observations will be continued by the Administrator and Interim Director of 
Nursing for the next 90 days. On 07/31/25, after interviews with facility staff, review of staff in-services and 
sign-in sheets, resident behavior assessments, resident skin assessments, safe survey forms, and 
documentation related to one-on-one supervision of Resident #1 prior to discharge, the immediacy was lifted, 
effective 07/29/25 at 8:00 p.m The deficient practice remained as a pattern harm level with the potential for 
more than minimal harm.Based on observation, record review, and interview, the facility failed to provide 
supervision and interventions to prevent resident-to-resident abuse for 3 (#1, 2, and #4) of 4 sampled 
residents reviewed for abuse. The administrator reported two incidents of resident-to-resident abuse in the 
past 90 days. Findings: An Abuse - Reportable Events policy, dated 08/2019, read in part, It is the 
responsibility of all facility staff to prohibit resident abuse or neglect in any form, and to report in accordance 
with the law any incident/event in which there is cause to believe a resident's physical or mental health or 
welfare has been or may be adversely affected by abuse or neglect caused by another person.It is the 
responsibility of all facility staff to prohibit resident abuse, neglect, exploitation, and misappropriation of 
resident's property in any form .All residents will be immediately protected from harm .If another resident is 
the alleged perpetrator, they shall immediately be assessed for treatment options. The safety and protection 
of other residents is the home's primary concern.1.A care plan, dated 04/22/25, showed Resident #1 
exhibited agitation and aggressive behaviors. The care plan was updated on 07/21/25 and showed the 
resident was combative and had been in an altercation with another resident (Resident #2). A quarterly MDS 
assessment for Resident #1, dated 05/10/25, showed the resident had diagnoses which included chronic 
kidney disease, diabetes mellitus, malignant neoplasm of colon, cerebral infarction, insomnia, and 
hypertension. The assessment showed the resident had a BIMS of 12, which indicated the resident was 
moderately impaired with cognition. The assessment showed the resident required partial to moderate 
assistance with activities of daily living. A nurse progress note, dated 07/19/25 at 2:00 p.m., showed 
Resident #1 was in a resident-to-resident altercation. The note showed Resident #1 picked up a wet floor 
sign and hit the other resident (Resident #2). The note showed the provider was notified and a new order 
was received for Buspar 5 milligrams three times a day for anxiety. A nurse progress note, dated 07/27/25 at 
6:29 p.m., showed Resident #1 was outside smoking when they got in an argument with another resident 
(Resident #4). The note showed the residents exchanged words then started slapping each other. On 
07/28/25 at 12:15 p.m., Resident #1 was interviewed in the courtyard/smoking area. The resident was asked 
if they had any issues with other residents. The resident did not mention Resident #2 but stated Resident #4 
had accused them the previous day of coming in their room and waking them up. Resident #1 reported they 
did not want to be in the facility and wanted to go somewhere else. 2. On 07/28/25 at 10:40 a.m., Resident 
#2 was observed in their room, sitting in their wheelchair and watching television. The resident was observed 
to have a scratch or skin tear to the left forearm. The resident was observed to use their left arm for 
repositioning the wheelchair and their right arm was observed to be flaccid (limp and weak). A soft arm brace 
was observed on the resident's bed. A quarterly MDS assessment for Resident #2, dated 07/07/25, showed 
the resident had diagnoses which included cerebral infarction, muscle wasting, hypertension, chronic pain, 
hemiplegia and hemiparesis, and depression. The assessment showed the resident had a BIMS of 15, which 
indicated the resident was cognitively intact. The assessment showed the resident required set-up 
assistance or supervision with activities of daily living. A care plan for Resident #2, dated 07/21/25, showed 
the resident sustained a wrist fracture caused by another resident (Resident #1). On 07/28/25 at 10:45 a.m., 
Resident #2 was asked about the scratch on their arm and the arm brace. Resident #2 reported Resident #1 
had accused them of stealing their cigarettes. Resident #2 reported Resident #1 became more and more 
angry and picked up a wet floor sign. Resident #2 reported they could tell Resident #1 was going to hit them, 
so they raised their left arm in defense and Resident #1 hit Resident #2's left arm. Resident #2 reported they 
have a fracture to the left arm, but the brace gets in the way of using their wheelchair and they were waiting 
on an appointment with an orthopedic specialist.3. A quarterly MDS assessment for Resident #4, dated 
07/17/25, showed the resident had diagnoses which included Parkinson's disease, diabetes, chronic 
obstructive pulmonary disease, anxiety, and depression. The assessment showed the resident had a BIMS 
of 13, which indicated the resident was cognitively intact. The assessment showed the resident required 
set-up assistance with activities of daily living. A care plan for Resident #4, dated 07/28/25, showed the 
resident was at risk for emotional trauma related to being hit by another resident (Resident #1). On 07/28/25 
at 10:57 a.m., Resident #4 reported on the previous day, they woke up to find Resident #1 in their room 
looking for cigarettes. The resident stated they were startled, but not scared. Resident #4 reported they went 
outside to smoke, Resident #1 got mad while discussing cigarettes and acted like they were going to hit 
Resident #4. The resident reported Resident #1 hit them on the arm and Resident #4 told them they would 
fight back. On 07/28/25 at 11:20 a.m., CNA #1 reported they were working the day of the incident between 
Resident #1 and Resident #2, when Resident #1 accused Resident #2 of stealing their cigarettes. CNA #1 
reported after the incident happened, the nurse was dressing Resident #2's arm when Resident #1 came 
back around and was still angry. CNA #1 reported the staff had to circle around Resident #2 so the nurse 
could finish dressing the resident's arm. On 07/28/25 at 11:30 a.m., CNA #2 reported they witnessed the 
incident between Resident #1 and Resident #2. CNA #2 reported they saw and heard the two residents in 
the hallway and noticed they became louder and louder. CNA #2 reported they alerted LPN #1, but Resident 
#1 hit Resident #2 with the wet floor sign before staff could reach them and intervene. On 07/28/25 at 11:55 
a.m., LPN #1 reported they witnessed the incident between Resident #1 and Resident #2. LPN #1 reported 
they heard the residents arguing and gradually getting louder. LPN #1 reported they started down the hall to 
separate the residents, but Resident #1 hit Resident #2 with the wet floor sign before they could get to them. 
LPN #1 reported the incident started when Resident #1 accused Resident #2 of stealing their cigarettes. LPN 
#1 reported they immediately separated the residents but did not interview other residents following the 
incident. On 07/28/25 at 2:00 p.m., the administrator reported Resident #1 was not happy at the facility, and 
due to the resident's behaviors, they had been trying to get Resident #1 transferred to another facility, but 
had been unsuccessful in finding a place that would accept the resident. The administrator reported they 
were not aware of any other incidents involving Resident #1, until the incident the previous day involving 
Resident #4. The administrator was asked if there were any interventions in place after the 07/19/25 incident 
to prevent another incident, or if Resident #1 was receiving closer supervision. The administrator stated, No.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

Based on record review and interview, the facility failed to report an incident of misappropriation of property 
for 1 (#4) of 2 residents sampled for misappropriation of funds. The administrator reported two incidents of 
misappropriation of resident funds. Findings: An Abuse - Reportable Events policy, dated 08/2019, read in 
part, It is the responsibility of all facility staff to prohibit resident abuse, neglect, exploitation, and 
misappropriation of resident's property in any form; and to report in accordance with the law any 
incident/event in which there is cause to believe a resident's physical or mental health or welfare has been or 
may be adversely affected by abuse, neglect and/or exploitation caused by another person .All alleged 
allegations of abuse will be reported to the appropriate state agency and to all other agencies as required by 
regulation. An OSDH incident report form, dated 06/27/25, showed a previous staff member, social services 
#1, had taken money from residents on two different occasions. The report listed only one resident by name 
and gave details of that investigation. A quarterly MDS assessment for Resident #4, dated 07/17/25, showed 
the resident had diagnoses which included Parkinson's disease, diabetes, chronic obstructive pulmonary 
disease, anxiety, and depression. The assessment showed the resident had a BIMS score of 13, which 
indicated the resident was cognitively intact. A care plan for Resident #4, dated 07/28/25, showed the 
resident had a behavior of manipulation or fabrication toward staff and other residents. On 07/28/25 at 4:15 p.
m., the administrator was asked which residents had money taken from the previous social services staff, as 
only one was listed on the incident report. The administrator reported it was Resident #4, but the 
administrator was not working at the facility during that time and was not familiar with how the incident was 
handled. On 07/31/25 at 4:20 p.m., the administrator and regional director of operations were interviewed 
regarding the social services staff member taking money from Resident #4. The regional director reported 
the ombudsman informed them about the incident and offered to report the incident to APS. The regional 
director reported they did an investigation, looked into the resident's bank statements and withdrawals, and 
ultimately the staff member admitted to taking the money from Resident #4. The regional director reported 
this was against their policy and the staff member was terminated. The regional director stated they did not 
report the incident to OSDH, as they thought the ombudsman would report it. On 08/01/25 at 8:45 a.m., the 
administrator reported they were not working at the facility when the incident occurred with Resident #4 and 
the previous social services staff. The administrator stated they were the one that reported the incident 
involving a different resident, and if they had been at the facility, they would have done the same related to 
the incident with Resident #4. On 08/01/25 at 10:25 a.m., the ombudsman reported they had gone to the 
facility when Resident #4 called them to say the social services staff had asked to borrow money. The 
resident told the ombudsman they had given the staff member their debit card and thought they would pay 
back the money. The ombudsman reported they offered to submit an APS report for the facility regarding the 
incident. The ombudsman reported they did not know if the facility called the police or did an investigation, 
but they should have. On 08/01/25 at 10:40 a.m., Resident #4 reported they thought they were friends with 
the previous social services staff and did not hesitate to give the staff member their debit card. The resident 
stated they had learned a lesson and would not do it again.
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